Trisomy 18, or Edward Syndrome, is the second most common autosomal trisomy occurring with a frequency of 1 in 3000 births. Intrauterine demise or stillbirth is common; it is estimated that 50% to 90% of fetuses alive at 16 weeks will not survive to live birth. Affected children are severely retarded and have a survival such that 30% die within the first month and 90% die within the first year. Most cases are sporadic, with a 1 out of 100 risk of recurrence in future pregnancies. Males experience a higher mortality rate both during pregnancy and after birth. Like other autosomal disorders, trisomy 18 is strongly correlated with maternal age, although there are also a large number of ageindependent cases. 1 Rare familial translocations have a higher recurrence risk depending on the specific translocation. 2 Sonograghic findings seen with trisomy 18 include omphalocele, diaphragmatic hernia, congenital heart disease, limb malformations, and esophageal atresia with or without trachoesphageal fistula, hydronephrosis, horseshoe kidney, intracranial malformations, cranialfacial malformations, second trimester onset intrauterine growth retardation, and third trimester polyhydramnios. Congenital heart disease is seen within 90% of the affected fetuses, with ventricular and atrial septal defects being most common. 3
Case Presentation
A 23-year-old woman, gravida 2, para 1, with a history of vaginal bleeding was referred for a vaginal ultrasound to assess fetal viability at 12 weeks. The pregnancy had been uncomplicated thus far. Her past obstetric history includes one full-term pregnancy of a healthy infant. Her past medical history was unremarkable. Family history on the maternal side was negative. On the paternal side (sister to the paternal father), there had been a child diagnosed in utero with prune belly syndrome 3 years prior.
An obstetric sonogram was performed using a Philips/ATL HDI 1000 ultrasound system using an 8-4 MHz broadband vaginal probe. Initial scan revealed a 12 week, 3 day, active fetus in breech lie seen moving all four extremities. The fetal heart rate was normal at 158 beats per minute. The amniotic fluid level was normal. The placenta was posterior and normal in appearance. The presence of a large omphalocele was clearly detected from the beginning of the scan (Fig. 1) .
The fetal brain showed no evidence of hydrocephalus; however, examination of the posterior aspect of the neck revealed evidence of a cystic hygroma that extended to the lumbar region of the spine (Fig. 2) .
For further evaluation, the patient was then scanned on a Philips/ATL HDI 4000 system using a 3D 8-5 MHz broadband vaginal probe. Images were obtained in all modalities including 2D, color Doppler, color power angio, and 3D. A detailed look at the omphalocele revealed the liver and bowel within the omphalocele sac and the intrahepatic vessels were identified within the liver using color Doppler and color power angio. The width of the abdominal wall defect measured 15 mm across. The umbilical cord could be well seen entering midline and inferior into the abdominal wall defect itself, not into the fetal abdominal wall as seen with gastroschesis ( Fig. 3) .
Because extracorporeal liver was demonstrated, it was important to try and clearly distinguish omphalocele from limb body-wall complex (LBWC), a disorder associated with a fatal outcome. Other typical findings with LBWC, which were not evident, include scoliosis, cranial defects, limb defects, and abnormal cord attachment to the placental membranes. The spine was studied closely, and it appeared symmetrical and normal (Fig. 4) .
The extremities appeared normal at this early stage in pregnancy. Skin edema was clearly evident on the 2D images (Fig. 2) . On closer evaluation, the fetal heart appeared abnormal, and it was thought to have two chambers and the outflow tracts running parallel to each other (Figs. 2, 5a,b ). This find- ing was not evaluated or confirmed by the perinatologist.
The patient was referred to a perinatalogist who rescanned the fetus and confirmed the diagnosis of cystic hygroma and omphalocele. After a genetic consultation with the patient and a 40% chance of a chromosome abnormality being associated with omphalocele, 2,4 the patient then proceeded with an amniocentesis. Results of the amniocentesis a week later revealed a normal alpha-fetoprotein level; however, it was noted that detection rate for open spinabifida in pregnancy less than 13 weeks was not clearly established. The cytogenic analysis revealed a 47, XY+18 showing three copies of chromosomes in each metaphase cell examined were consistent with trisomy 18 syndrome. The patient elected to terminate the pregnancy, and a D&E was scheduled and performed without complication. Due to the termination procedure, an autopsy could not be performed to confirm the ultrasound findings.
Summary
The use of 3D ultrasound was extremely helpful in this case for two major reasons. First, within minutes, all the necessary data were taken and stored. Shortly after the patient had left the ultrasound suite, we were able to go back and reconstruct any images we needed in both 2D and 3D. We could look at any slice in any angle using the multiplanar reformatted views, and additional questions that came to mind "after the fact" with the patient now gone could still be answered. Sec- ond, using the 3D images, the obstetrician was able to explain the seriousness of the defects. The patient had no problem comprehending the information on the 3D images, which so clearly demonstrated the abnormalities when compared to looking at multiple single slices of 2D images (Fig. 6) . Her questions and doubts about the serious defects found in her 12 week fetus were quickly removed after seeing the 3D images that showed each entity (Fig. 7) . 
